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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPA]BlTA\{E{';Jg‘E-EF COMMERCE
\Zh MATTE'T

Regstration District No.___ <™ % .

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

13097
State File No.
Registrar's No..._._amg_

Primary Reglstration Diatrict No%ﬂ{'}f‘%_

1. PLACE OF DEATH.

gt.Louis

483 ouuld;_l;l‘:;or town limits, write “NURAL" and name of township)
(c) Name of hospital or ingtitution:

S. Broadway
(If not in hospital or institotion, write strest pamber or Jocation)
(¢} Length of atay: In Lospital or institution

1yr,

(a) County,
{b) City or town

>

{Specily whether

In this community.
years, moniths or days)

?(c) City or town

2. USUAL RESIDENCE OF DECEASED:
Hisasourd

(&) County.

St.Louis

(If ontaide city or town limits. write “RURAL"™)

5927 S.Broadway

(1f rural, give location)

(a) State.

(d) Street No

(¢) If foreign-born, how longin U. S. A.2 years.,

B, (a) PRINT

o2

MEDICAL CERTIFICATION

16, (a) Informant. (A

1)) Addr@ s 927 S.B'l'oadway
1. @ . Burial

» ‘- {Borial, cremation, or_removnl)

(Moeth) (Dey) {Year)
. (¢} Place: burial or crematlol
18, {5) Signafure nf funeral! director.

() Address 7814 S.Brdadway

(b) Date thereof.

April 11, 4{1
Mt

" OAPR-$0:5348: © %W

FuLL namdldaterineg Vergeron April 9
20, DATE OF DEATH;: Month, day.
8. (b} If veteran, 8. {¢) Social Security 194 / O a
None None yeat.. V% o hor. winute M
name swar. DA F e '/ ? [
21. I herebycertify that 1 gitended the deceased fro __..2“
‘ . Color or % 6, (a} Single, widowed, marriad. 2 z 19407 1o 227 st 3—1__' 1038
le 2 od: ... - V.. 0. T2 et R A
4 SFJF race. divorced.. ZTXTER that I last saw h-fir®=_alive an A EAe '2- ’ 19__!?“__ P
6. (b)) Name of husband or wife ___________ . 8. (¢} Age of husband or wife If || and that death occurred onithe date and hour stated above. Duration
triziio
Cagimar vﬁrE‘“n 1 ——. Y | iate cause of death gres C—
7. Birth date of deceased__ 00 SO bOY 1 1862 || £ je.m..é.‘.:':_d-:Ef .
(Mooth) (Day) (Year} r i Srpra
- ]
8. AGE: Years Months Days If less than one day Due to ;
77 6 8 . , T 4
h T. min. i
. Due to / i X {g'! k,/
9, Bifthpiace...._ P¥airie Du Rocher - -Illinoie s AN
(Giw.i:%n, or connty) (State or foreign conntry) l — ‘ﬁ-
" 4. Hone ’ Other conditions
10. Usual occupation * (Inclde preguaney within 3 months of doath} []
11. Industry or business = PHYSICIAN
5 -t Tnknown . '4 Major findings: o
12. Name. * Of operations -
E k [ Underline
= L 18, Birthplace Unknown the cause to
' {Ci, wn, nty} {Stnte or foreign conntry) " - .
E { 14, Maiden name Uﬁknm g Of autopay. ;ll;a?r:clg ut.l;xE
irthplacs Illinois tetenly.
E 15. Birthplace m— 3 W (State or foreign conntry) 22, If death was due to external causes, fill in the following:

{a} Accident, suicdlde, or homicide (specify)

(#) Date of occurrence

{¢) Where did {njury occur?

{City nrtﬂwn] {Connty) (State)
{d} Did injury oceur in or abont home, on farm, in industtial plan:e In public place?

While at work?,

23. Slgnatm'e_.) _Z_Zé#

(‘!mfy :ypn of place)
(2 Means of mjr.u*_.r_.

(M. D or other)

Date ulgned..._/ Z“'o

Address.__3_f R .4 4@:

A .

{Liconsed Embalnicr's Statoment on Reverse Side)
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STATEMENT BY LICENSED EMBALMER - ..

Iihereby certify that the body whose name is recorded on the reverse side of _this certificate vias_érhb’ahﬁed by me, or by

, Registered Appréntice No

- working under my personal supervision,

v,y P.O. Address.. él/[%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND\VIUTING. (Failure
the above constitutes grounds for revocation of license.)

If tlns body is not embalmed, above space should be left blank.




